A 39-year-old male patient, a leather trader by profession, presented with a 6-month history of dyspnea, hypoxemia, and digital clubbing. He had a 30-pack-year smoking history. Laboratory test results were unremarkable. Pulmonary function tests showed a severe decrease in DLCO (49% of predicted) and FVC (64% of predicted), suggestive of restriction. An HRCT scan (Figure 1 ) showed poorly defined micronodules with subtle pseudocystic airway changes, and mild patchy septal thickening in the upper lobes. Other findings were centrilobular and paraseptal emphysema and bronchial wall thickening. Patchy ground-glass opacities (GGOs), with fine reticular elements and containing small areas of bronchiectasis, were observed in the lower lobes. A coronal reconstruction clearly showed the coexistence of smoking-related findings: centrilobular nodules in the upper lobes, typical of respiratory bronchiolitis (RB); interlobular septal thickening, characteristic of RB-associated interstitial lung disease (RB-ILD); centrilobular and paraseptal areas of attenuation, as seen in emphysema; and patchy GGOs and cysts in the lower lobes, suggestive of desquamative interstitial pneumonia (DIP)-like elements. Bronchoalveolar lavage, performed in the right upper lobe, revealed 82% pigment-laden macrophages (although RB-ILD overlaps with DIP,
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